of disposable bedpans and urinals with a 'Clinimatic' macerator is preferable.
The problems involved in sterilizing ventilators have already received wide attention; the various methods have been well reviewed by Fisher & Kyi Kyi (1969) and we do not propose to discuss them further, except to say that available methods tend to be expensive and sometimes difficult to perform, and are not always guaranteed to be effective. In our opinion, the following measures, meticulously performed, reduce bacterial contamination to a level at which it ceases to be important as a cause of cross-infection: (1) Daily autoclaving of black rubber connexion tubing. Where a machine is supplied with nonautoclavable tubing, this should be replaced by rubber. (2) Use of 1:5000 aqueous chlorhexidine in the humidifier. This solution should be changed daily, whether the humidifier is in use or not.
(3) Cleaning of internal components with alcoholic chlorhexidine between patients.
Similar methods have been used by Lowbury et al. (1970) with satisfactory results.
Antibiotic Policy
The first essential is to decide whether antibacterial therapy is necessary. It must be emphasized that heavy growths of Ps. aeruginosa or Klebsiella aerogenes can sometimes be obtained from sputum or tracheostomy wounds, even though there is no good evidence that the bacteria are adversely affecting the patient's clinical condition. In our experience, antibiotics have little effect on the outcome of such cases. Indeed there is a growing body of evidence that the indiscriminate use of antibiotics creates more problems than it solves. The wide use of ampicillin as an initial broad-spectrum therapy is particularly undesirable, since virtually all strains of K. aerogenes are inherently resistant to this antibiotic and can flourish with impunity in its presence. In common with other units, we now find K. aerogenes to be the commonest bacterial species isolated from the respiratory tracts of patients receiving intensive care. There is much to be said for the use of antibiotics to be decided by formal consultation between clinicians and bacteriologists. Certainly, the routine use of prophylactic antibiotic therapy must be condemned. Its dangers have recently been graphically illustrated by Price & Sleigh (1970) who describe how complete withdrawal of all antibiotic therapy was necessary in order to terminate an epidemic of K. aerogenes infection.
Significantly, the mortality rate did not increase when this policy was adopted.
General Management
The staff of the Unit should be made aware of the possible routes of cross-infection, and all members should constantly strive to maintain a high standard of aseptic technique.
Bacteriological monitoring of patients and equipment is essential. We do not personally feel that routine swabbing of the noses and throats of the staff is advantageous, since carriage of pathogenic organisms is often transient. However, we insist that any staff suffering from respiratory infections are suspended from duty until bacteriological clearance is obtained.
We have described elsewhere (Harris et al. 1969 ) our methods for routine disinfection of the Unit. Perhaps we should add that we have had little success in reducing bacterial colonization of sinks and washbasins, but these are probably not important as sources of clinical infection. For example, strains of Ps. aeroginosa endemic in these sites rarely cause clinical infections, as judged by the serological and phage-typing studies of Lowbury et al. (1970) . Using pyocine-typing as our epidemiological tool, we have come to the same conclusion. Furthermore, although strains from clinical lesions sometimes colonize sinks in the immediate vicinity of the patient, they do not persist for more than a few weeks.
Conclusion
Although we have dealt mainly with things rather than people, we would emphasize that the success of a Unit depends ultimately on the calibre and devotion of the staff running it. The occurrence of infection depends on the outcome of the battle between the bacteria and the resistance of the patient, and good nursing is fundamental in enhancing the patient's resistance.
Dr G Pampiglione (The Hospitalfor Sick Children, Great Ormond Street, London, WCIN3JH)
Assessment of Cerebral Function [Abridged]
The title of today's symposium is sufficiently loose to include not only the patient's care but also some of the parameters which may help in deciding how intensive such care should be. Some of the aspects that I shall discuss are often neglected in many intensive care units in the United Kingdom. It is, however, just in the intensive care situation, and when the patient's clinical signs fluctuate rapidly, that an objective assessment of cerebral function becomes important. The central nervous system is particularly sensitive to a variety of alterations in general metabolism, including oxygen and carbon dioxide content of the perfusing blood. Moreover, when blood perfusion to the brain becomes inadequate there is only a narrow margin of time between reversible and irreversible changes in brain function. Other factors, such as plasma sodium level and hydration, affect within a narrow margin the function of the brain, while the range of tolerance is much wider for alterations in acid-base balance, as well as calcium, potassium and blood sugar levels.
The electroencephalogram (EEG) can be considered as a running commentary on the state of function of the underlying brain which largely depends on the metabolic state of the tissues. The EEG, like any other physical sign in medicine, should not be interpreted in isolation, but rather in the light of the other clinical data.
The approach to intensive care varies from one hospital to another and we must always bear in mind that the individual circumstances of each patient are unpredictable. In the assessment of cerebral function in any patient we have, therefore, to choose methods which are adaptable to a variety of circumstances and which leave no loopholes. The techniques employed to record EEGs in the intensive care situation cannot be improvised as they require a considerable amount of specific training and experience. The medically qualified neurophysiologist should be able to guide the investigation and adapt it to the differential diagnostic problems of the case: he should be fully aware of the many technical pit-falls and should never pass on to technicians, whatever their training and skills, the responsibility for the choice of the techniques to be employed or for the evaluation of the results. Investigations of cerebral activity limited to one or two areas of the brain are inadequate and may offer misleading information. At least four different areas of each cerebral hemisphere should be studied simultaneously with appropriate leads. There is no doubt that no service at all is better than a poor one.
In our experience the assessment of cerebral function with EEG studies appears relevant in the following aspects of intensive care:
(1) Following resuscitation procedures from cardiocirculatory, or respiratory, arrest.
(2) During assisted ventilation and/or circulation (cardiac pacemakers).
(3) In a large variety of problems under the general heading of 'cardiocirculatory difficulties'. (4) In poisoning affecting the central nervous system, including liver and kidney failure, and dialysis.
(5) After the occurrence of seizures and in the treatment of status epilepticus. (6) In suspected embolic phenomena. 
Conclusion
During intensive care the assessment of cerebral function is an integral part of the information required for the management of the patient. At an early stage, EEG studies can give valuable information unobtainable with other methods of investigation. Subsequent EEG studies offer prognostic indications. This information must be utilized with discretion by the physician or surgeon in charge of the patient, particularly at the time of deciding whether or not to turn off a ventilator or when the patient's final death is to be declared.
There are no rules applicable to every situation because each patient and the circumstances that led him to the intensive care unit are usually difficult to sort out at an early stage, while the subsequent course of illness varies from one patient to another. 
Acid-base Balance In Cerebral Lesions
Brain contusion is associated with both local ischmmia and hypoxia, and tissue breakdown may also directly contribute to the spread of acid metabolites. In 1941 Denny-Brown & Russell showed that when concussion occurs, the swallowing reflexes are interrupted, and fluid runs through the relaxed tbroat, pharynx and cesophagus without embarrassing respiration by any nervous effect, though able to run into the trachea freely. Hypoxia due to such aspiration or atelectasis has been thought to provoke the increase in pulmonary ventilation so causing a fall in arterial carbon dioxide tension, but Kellogg (1963) has suggested that this effect may persist when Po, is normal. On the other hand, Plum & Swanson (1959) have attributed the hyperventilation in their patients to a direct neurogenic cause resulting from damage to specific regions in the central brain stem. Huang et al. (1963) found that the disturbances of respiration which frequently accompany severe head injuries persisted despite tracheostomy and care of the airway; the overventilation of patients who have reoeived severe bead injury is in striking contrast to the underventilation commonly seen in patients with drug intoxication.
